node tissue. CD3 and CDlO staining were performed and showed an admixture ofT cells and B cells; no evidence of malignancy was found.
Surgical excision was performed; intraoperatively, the tumor resembled a typical pleomorphic adenoma (figure, B) . However, when the sample was submitted for evaluation, final pathology demonstrated grade 1 follicular lymphoma. Referral to oncology was made.
Often, when FNA is performed to determine the nature of a parotid lesion, a definitive diagnosis is provided. However, occasionally lymphoid cells are found and the decision at that point must be made to observe or excise. It is important to remember that parotid lymphomas do occur and should be considered in the differential diagnosis for parotid masses. Benign findings on FNA should not be the sole criterion for determining the necessity for surgery.
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Secondary lymphoma of the parotid gland: Clinical experience
Lorraine Williams-Smith, MD, FACS; Reena Gupta, MD, FACS; Ryan F. Osborne, MD, FACS When lymphoma of the parotid gland arises within the gland parenchyma, it is considered primary parotid lymphoma; when it arises within parotid lymph nodes it is considered secondary. Accounting for <5% of parotid tumors, primary lymphoma of the parotid is very rare. It is thought to be a type of mucosa-associated lymphoid tissue (MALT) lymphoma.' Sec- Figure. A: Intraoperative photo shows the excision of the parotid mass. B: Photo shows the ondary lymphoma, too, is quite surgically excised parotidmass, which resembles the morecommonpleomorphic adenoma. rare, with an incidence of 1 to 8% of cases of lymphoma,' There is a known association between secondary parotid lymphoma and Sjogren syndrome and Waldenstrom macroglobulinemia. Presented here are 2 cases of secondary parotid lymphoma.
Patient 1 was a 78-year-old woman who presented with a 2-month history of a 2.5-cm right parotid lesion, diagnosed on magnetic resonance imaging. She had a history ofleft parotid Warthin tumor that had been excised 30 years previously. As part of her current evaluation at an outside facility, fine-needle aspiration (FNA) was performed and returned scant lymphoid cells; flow cytometry did not demonstrate monoclonality. Based on this, she had received a recommendation to observe the mass. However, she desired removal and therefore sought a second opinion.
We removed the mass (figure, A) , and the patient's operative course was unremarkable. Her pathology results were consistent with classic Hodgkin lymphoma. She was referred to oncology for further treatment.
Patient 2 was a 54-year-old woman who presented with a 5-cm parotid mass. Diagnostic workup was performed including FNA, which demonstrated lymph 
